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Abstract
Hospital-Acquired Pressure Injuries (HAPIs) are detrimental to both the hospital and the
patient as they are costly, painful, and can lead to further infection and an increased length of
stay. Although this problem is seen across the country, this action plan focuses on a microsystem
(i.e. medical-surgical telemetry unit) in Hospital A in the San Francisco Bay Area. The target
population includes medical-surgical telemetry patients at high risk for HAPIs (i.e. Braden score
<18, moisture/mobility scores <2, patients with devices at risk for device-related pressure
injuries). The proposed intervention is an evidence-based HAPI prevention bundle that includes
utilization of wound care champions and turn teams, increasing attendance of daily huddles,
implementing a standardized algorithm for escalation and documentation, and reinforcement of
evidence-based HAPI prevention measures. Effectiveness of this bundle will be measured
through chart audits, nursing questionnaires, and staff interviews. These measures will be
conducted 12 months post-implementation and findings will be compared to the baseline data in
order to investigate whether there is a reduction in HAPI incidence. Since this project is currently
in the Study phase of the proposed Plan, Do, Study, Act (PDSA) cycle, this action plan concludes
with recommendations of how the team can continue to move forward in addressing the project’s
specific aim.
Keywords: hospital-acquired pressure injury (HAPI), bundle, culture, teamwork
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It’s HAPI Hour: An Action Plan on Preventing Hospital-Acquired Pressure Injuries
Introduction
Hospital-Acquired pressure injuries (HAPIs) refer to any injury to the skin or underlying
tissues that develops during inpatient hospitalization (Mayo Clinic, 2020). These pressure
injuries often result from prolonged pressure over bony prominences in combination with factors
such as older age, immobility, nutritional status, certain medications, severity of illness, and
comorbidities (Rondinelli et al., 2018).
In the United States, an estimated 2.5 million individuals develop pressure injuries each
year, with over 65% of these cases forming in the hospital and in patients 65 and older with
functional limitations (Diaz-Caro & Garcia Gomez-Heras, 2020). Thus, it is no surprise that
these preventable conditions are costly. Moreover, HAPIs that reach Stage 3 or Stage 4 must be
reported to the Centers for Medicare and Medicaid Services, resulting in limited reimbursement
for this hospital (Rondinelli et al., 2018). As such, each HAPI occurrence can cost hospitals
between $10,000 to over $70,000 (Padula & Delarmente, 2019). In addition to increased costs,
HAPIs can also result in more pain, infection, and increased length of stay (Padula &
Delarmente, 2019). Due to the multitude of detrimental effects to the patient and the hospital,
this quality improvement project will focus on the prevention of HAPIs. By doing so, the
hospital can fulfill its goal of improving patient outcomes through high-quality and cost-effective
care.
Problem Description
In Hospital A, a short term acute care hospital in the San Francisco Bay Area, there have
been 15 HAPIs from December 2020 to November 2021. Seven of these HAPIs occurred in the

An Action Plan on Hospital-Acquired Pressure Injuries

4

20-bed medical-surgical telemetry unit in this hospital. For this reason, this unit will be the
microsystem that this quality improvement project will focus its initial efforts on.
Literature Review
In order to guide the goals of this project as well as prevent scope creep, it is imperative
to begin by defining the PICOT question. After consideration of the initial metrics and data
provided by the quality team at Hospital A, the PICOT question is as follows: in adult patients in
the medical-surgical telemetry unit, does implementation of a HAPI prevention bundle,
compared to routine pressure injury care, reduce the incidence of HAPIs within 12 months?
According to the Agency for Healthcare Research and Quality, implementation of a
comprehensive bundle can help improve patient outcomes by standardizing care processes,
lessening the risk for errors. For this reason, the proposed HAPI prevention bundle is based on
evidence from the current literature.
Based on studies done by Castaldi et al. (2019), implementation of leadership safety
huddles led to cost savings as well as improved quality of care. These huddles also provided
leadership with the opportunity for more transparent communication in which they were able to
identify and discuss safety issues together. In fact, 75% of the responses to the huddles were
positive because of improved communication, time to conflict resolution, and having a space to
voice concerns (Castaldi et al., 2019). Through the avenue of huddles, a culture of safety can be
further maintained.
Moreover, in an improvement project focused on developing teamwork, communication,
and prompt response to patient safety issues, Aldawood et al. (2020) found that a daily safety
huddle tool was effective in providing a space in which the staff felt they could freely express
their concerns regarding patient safety. During the nine month project period, the interaction
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between leadership and frontline staff increased by 24% and 340 safety issues were addressed
(Aldawood et al., 2020). Thus, this tool improved communication and built trust between the
staff, promoting a culture of safety in which safety issues could be addressed immediately.
Another intervention that proved to be effective in HAPI prevention was the Turn Team
Program. This program utilized turn teams that consisted of two nurses assigned to one or two
shift windows to turn patients (Cyriacks, 2019). The two nurses worked together to reposition the
identified high-risk patients at their assigned time. After, they would chart the intervention and
communicate with the rest of the staff. The entire process takes about 15 minutes and the cycle
repeats every two hours with a new pair. By organizing the turning times, patients were more
likely to be turned within their standard care timeframes and nurses were able to plan their shifts
around these windows (Cyriacs, 2019). During busier times, the nurse workload can be alleviated
with help from the charge nurses or other staff members.
Taggart et al. (2012) share another potential aspect of the proposed HAPI prevention
bundle - wound ostomy continence (WOC) unit champions. Through their quality improvement
program, they found that utilizing WOC unit champions as experts in skin, wound, ostomy, and
continence care helped in improving patient outcomes and reducing HAPIs (Taggart et al., 2012).
These individuals were readily available on the units and acted as a resource for other nurses by
assisting with managing patients with skin care needs. According to their findings,
implementation of the unit champions decreased the incidence of HAPIs from 7% to 4%
(Taggart et al., 2012). Additionally, the overall improvement was maintained for the next two
years (Taggart et al., 2012).
As for the reinforcement of HAPI-based intervention measures and products, Thomas et
al. (2020) suggest that the most vital component of HAPI prevention is consistent turning and
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repositioning as well as support surfaces that assist with pressure redistribution. For this reason,
they created a HAPI prevention bundle, and it proved to be effective with a decrease in HAPI
prevalence from 5.5% in 2014 to 0.29% in 2019 (Thomas et al., 2020). The products in this
bundle included wedge pillows, multilayered silicone foam dressings for bony prominences,
pillow and heel booties for heel off-loading, and moisture barrier ointment. Their bundle also
included items aimed at preventing device-related HAPIs. These items included foam strips for
the nasal cannula and mineral-based elastomer gel.
Furthermore, Tayyib and Coyer (2016) argued that although there is a wide array of
published HAPI prevention strategies, there is little evidence as to which strategies can be
actually incorporated into routine care while also having an impact on HAPI prevention. As
such, Tayyib and Coyer (2016) conducted a systematic review of randomized controlled trials,
quasi-experimental studies, and comparative studies. They found that silicone foam dressings
had a statistically significant effect on reducing HAPI incidence, especially for HAPIs that
occurred on the sacrum or heels (Tayyib & Coyer, 2016).
Rationale
A change theory framework can help guide an action plan, as it promotes planned change
while eliminating and addressing potential barriers, ultimately increasing the likelihood for
success (Mitchell, 2013). While many theory frameworks exist, this action plan will be guided
by Roger’s Five-Stage Change Theory since its methodology is best suited for the intended
change in this microsystem.
With this framework, Roger uses five phases (i.e. awareness, interest, evaluation, trial,
and adoption) to address how and why changes occur (Mitchell, 2013). The first stage,
awareness, refers to how the individuals affected by this action plan need to understand why
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changes are being made, what the change is, and how it will be made (Hawkes &
Hendricks-Jackson, 2017). This stage will help increase stakeholders’ awareness of the issue
regarding HAPIs as well as how and why the HAPI prevention bundle is being implemented.
The second stage involves the dissemination of essential evidence-based information so that the
staff is more likely to accept the change (Hawkes & Hendricks-Jackson, 2017). This stage will
further increase buy-in. The third stage coincides with the second and third phases of the PDSA
cycle - during this time, data is analyzed and the trial is implemented in order to help decide
whether the change, in this case, the HAPI prevention bundle, should be adopted (Hawkes &
Hendricks-Jackson, 2017). The fourth stage is similar to the fourth phase in the PDSA cycle as
this is when the organization makes adjustments to accommodate the change so that the change
can be implemented on a more permanent basis (Hawkes & Hendricks-Jackson, 2017). In the
final stage, the staff will confirm the adoption of the change.
Specific Project Aim
This action plan proposes implementation of an evidence-based HAPI prevention bundle
to reduce the incidence of HAPIs in the medical-surgical telemetry unit by 10% within 12
months of implementation.
Methods
In order to provide effective interventions for quality improvement, it is imperative to
gain a better understanding of the microsystem of focus at Hospital A. After gathering
information from the following analyses, the evidence-based practice from the literature review
along with the recently collected information will be used to create a bundle for implementation
in the described microsystem.
5 P’s Microsystem Assessment
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One method of assessing the microsystem is through the 5 P’s Microsystem Assessment,
in which the purpose, patients, professionals, processes, and patterns are analyzed in the context
of this quality improvement project (Appendix A). The purpose is to provide high-quality and
cost-effective care for patients in the medical-surgical telemetry unit through HAPI prevention
and treatment. The patients in this microsystem are medical-surgical telemetry inpatients from
the San Francisco Bay Area. According to the primary data collection through chart audits, the
incidence of HAPIs among patients has increased within the last year. The professionals involved
include multidisciplinary teams of providers, registered nurses, wound-care specialists, nursing
assistants, occupational therapists, respiratory therapists, and physical therapists. The processes
regarding HAPI prevention include the two-RN skin checks upon admission, discharge, and
every shift. Other processes include staff in-services, completing and charting skin assessments
every shift, and escalating HAPIs to the wound-care nurse. Patterns include effective patient and
staff interaction as well as inconsistent methods of charting, which may reveal gaps in staff
education or unclear protocols.
Root Cause Analysis
After assessing the microsystem, a root cause analysis (RCA) can be conducted to
determine the various factors that lead to HAPIs (Appendix B). These factors include the people,
environment, patient conditions, materials, and processes. The RCA is derived from information
collected from chart audits, interviews with staff, and staff questionnaires.
Some of the people involved in the development of HAPIs include patients, nurses,
nursing assistants, wound care nurses, and nurse managers. In regards to the environment, some
of the contributing factors include nurse-patient ratios, deficits of proper knowledge in regards to
HAPI prevention and treatment, poor communication, and ineffective pain management. Some
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contributing patient conditions include limited mobility, presence of comorbidities, and
nutritional deficiencies. In terms of materials, lack of equipment or inappropriate use of
equipment can lead to the development of HAPIs. As for processes, unclear wound care
escalation protocols, inadequate documentation of skin assessments, lack of morning huddle
attendance, and lack of prompt referral of cases to the wound care nurse lead to the progression
of HAPIs.
SWOT Analysis
Another method of understanding this microsystem at Hospital A is through a SWOT
analysis in which the strengths, weaknesses, opportunities, and threats are examined (Appendix
C). The strengths seen in this hospital include the resources that are currently available for
pressure injury prevention and treatment. For instance, there is a collection of protocols and
binders of information for further reference that is available on the unit. There is also a Wound,
Ostomy, Continence Nurse (WOCN) on site that is available for assessment and questions. The
WOCN also provides staff education to promote best evidence-based practice among the staff.
Despite these strengths, the microsystem also comes with its weaknesses. Although there are
resources available on the unit, some of these resources are outdated and uneasy to read.
Additionally, there is only one WOCN on site during the weekdays and no WOCN on site during
the weekends. Lastly, the presence of patient comorbidities can slow the progression of
treatment. After comparing the strengths and weaknesses, the opportunities for improvement
become more apparent. The interventions proposed with this project can lead to improvement in
various aspects of the unit, such as improved team dynamics, reduced hospital costs, and
increased patient satisfaction. Some of the associated threats with the implementation of the
proposed interventions include an initial increase in costs, overwhelmed staff, and staff
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complacency. If the interventions are not implemented, then the microsystem may face the threat
of decreased patient satisfaction and worsening patient outcomes.
Action Plan: PDSA Cycle and Gantt Chart
The culmination of these analyses is the following Action Plan, guided by Roger’s
Five-Stage Change Theory, and illustrated through the described Plan-Do-Study-Act (PDSA)
cycle (Appendix D) and Gantt chart (Appendix E).
The Plan phase lasts from Weeks 1-5 and it incorporates Roger’s awareness phase, as it
increases the stakeholders’ awareness of the issue. It begins with understanding the risk factors
for HAPIs. This is done through chart audits, surveying nurses and nursing assistants to better
understand the challenges they face in HAPI prevention, and collaborating with the
interdisciplinary care team. This information can help in assessing the microsystem and
completing a RCA. In Weeks 4-9, a literature review is done to learn more about the best
evidence-based practice in regards to HAPI prevention and treatment. Weeks 8-11 are dedicated
to creating and collecting responses from the evidence-based HAPI questionnaire, a survey that
consists of both knowledge-based questions and attitude-based questions. The purpose of this
questionnaire is to learn more about the challenges that the nurses face in HAPI prevention and
treatment, and what their current practice is like.
The Do phase encompasses the analysis of survey results, development of the
intervention bundle, and implementation of the bundle. This phase lasts from Weeks 10-16 and it
incorporates Roger’s interest phase, as this is when the importance of the interventions are shared
with the staff, with the hope that the audience will be interested and buy-in is successful. Weeks
12-13 are dedicated to compiling data from the questionnaires, analyzing those results, and
sharing it with stakeholders (e.g. Quality Improvement (QI) team). Thus, this phase also includes
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Roger’s evaluation phase. During Weeks 10-15, the intervention bundle is developed according
to the literature review and survey results. The bundle is implemented during Weeks 15-16.
Next, the Study phase is initiated during Week 17. This time is dedicated to evaluating
the effectiveness of the bundle. Chart audits are conducted again to assess for changes in
documentation and HAPI rates compared to baseline data. Staff are also interviewed for
feedback on the implemented changes.
At the end of Week 17, the Act phase begins, and the QI team will collaborate with
stakeholders to decide how to proceed forward in regards to the HAPI bundle. This phase is
guided by Roger’s trial phase, as it focuses on making adjustments so that the change can be
implemented in a more permanent setting and in other microsystems as well. With successful
integration, the changes are adopted, following Roger’s adoption phase.
Intervention
The proposed intervention to decrease the incidence of HAPIs is an evidence-based HAPI
prevention bundle, in which each component is supported by the literature review and the
analyses described above. Since the RCA revealed issues stemming from the current culture of
the microsystem, this bundle is aimed at strengthening the culture of the unit so that it is focused
on teamwork, safety, and excellence. In order to achieve this culture, the following interventions
are to be implemented as a part of this bundle: utilization of wound care champions and turn
teams, increasing attendance of daily huddles to encourage team-based communication as well as
provide an avenue for easier and more efficient dissemination of information, implementation of
an algorithm to standardize proper escalation and documentation, and reinforcement of
evidence-based HAPI prevention measures.
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The literature review above provides more detail as to how these components can be
implemented in the microsystem (i.e. how to incorporate wound care champions, turn teams, and
huddles; what support devices to incorporate or sustain, such as foam strips). As for the
algorithm (Appendix F), the current policy was reviewed with the quality team and the WOCN,
and edits were made to create an easy-to-read guide that was more accessible and readily
available in the unit.
Study of the intervention and Measures
As mentioned in the Study phase of the PDSA cycle (i.e. the phase that the project is
currently in), the effectiveness of this intervention bundle will be assessed through continued
chart audits and staff interviews.
The chart audits conducted by Hospital A’s QI team before implementation of the bundle
revealed a need for a change in the microsystem to decrease the incidence of HAPIs. In Hospital
A, there were 15 HAPIs that occurred between December 2020 to November 2021. Seven of the
15 HAPIs occurred in the microsystem of focus. With an evidence-based bundle, we expect the
continued chart audits to reveal a decrease in HAPI incidence in the microsystem.
The initial staff interviews and questionnaire results before bundle implementation gave
information about the struggles and barriers that the nurses and rest of the staff face in HAPI
prevention. These results will be further discussed in the Results section below. With the
implementation of the bundle and post-implementation interviews and questionnaires, we expect
to see increased staff satisfaction in regards to HAPI prevention, coupled with the downward
trend of HAPI incidence.
Results
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The results from the nursing questionnaire (Appendix G) and interviews from the time
before implementing the bundle are shown in Appendix H. Since there are about six nurses on
the unit per shift, with a total of three shifts, we approximated a total of 18 nurses per unit.
Depending on acuity and staffing needs, some nurses may float from other units, which may alter
the number of nurses on the unit at any given time. For this reason, we decided that in order to
obtain feedback from at least 50% of the nurses for one shift, our goal was to receive feedback
from 11 nurses. We were able to surpass this goal and collect 12 responses. It is important to note
that some nurses did not answer every question in the questionnaire or interview.
Questions 1, 2, 4, and 5 were knowledge-based questions. These questions were based on
the pressure ulcer prevention tools and resources from the Agency for Healthcare Research and
Quality. These questions were included to assess the current knowledge regarding pressure injury
prevention and treatment. According to the results, most nurses share an accurate understanding
regarding pressure injury prevention. For this reason, the bundle does not focus on
knowledge-deficit types of interventions.
When asked about documentation on positional changes, there were mixed responses in
regards to how nurses felt about the accuracy of their documentation. Most felt that their
documentation was accurate for the most part. In another question, the nurses were asked about
how prepared they felt in preventing HAPIs. Their answers showed that although they feel well
prepared by Hospital A, there is still some confusion around the escalation protocol on the
weekends when the WOCN is not on site. For these reasons, the bundle’s algorithm is focused on
accurate documentation and escalation.
The remaining questions are open-ended. One of these questions encourages the nurses to
share the interventions they take when they have a patient with non-blanchable skin redness. The
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answers to these questions gave consistent information with the previous questions - the nurses
had a general shared idea of what was supposed to be done. An algorithm will further strengthen
uniformity in the standard of work. Another question asked the nurses to share any obstacles they
may face when it comes to HAPI prevention. Their concerns can be categorized into staffing,
inadequate pain management, uncooperative patients, and unavailable equipment for heavy
patients.
This same questionnaire can be utilized after implementation of the bundle to assess
whether the changes were effective. Continued chart audit efforts by the QI team will also show
trends in HAPI prevention documentation and HAPI incidence post-bundle implementation. We
expect to see the incidence of HAPIs to decrease by 10% within the next year. We also expect to
see that the nurses are reporting that they are more familiar with documentation and protocol
escalation in relation to HAPIs. The intent of these changes is to minimize the obstacles to HAPI
prevention, as reported by the staff, in order to help achieve better patient outcomes.
Unintended consequences that may arise during this process may include initial increased
costs and overwhelmed staff. There may be an increased cost associated with printing and
updating of the algorithm, but the effect of decreasing HAPI incidence will save Hospital A more
money over time, and is thus more cost-effective. The staff may be overwhelmed with multiple
changes proposed from the bundle, but to combat this, the champions will act as the early
adopters. Their actions, expertise, and dedication will show how these changes (i.e. huddle
attendance and utilization of algorithm) are effective, and this can influence the other nursing
staff to follow.
Discussion
Summary
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After defining the PICOT question, exploring the literature for evidence-based practice,
and conducting microsystem assessments, we were able to propose a PDSA cycle for this action
plan. We have carried out the Plan and Do phases of the cycle, and the project is currently in its
Study phase.
The Plan phase was mainly characterized by the literature review and nursing
questionnaire, which identified evidence-based suggestions for best practice in regards to HAPI
prevention as well as perceived barriers in the current HAPI prevention processes in the unit (e.g.
staffing, pain management challenges, uncooperative patients, and availability of equipment for
heavy patients). With the information and data gathered during these phases, we proposed the
aforementioned HAPI prevention bundle as an attempt to address our PICOT question (i.e. in
adult patients in the medical-surgical telemetry unit, does a HAPI prevention bundle, compared
to routine pressure injury care, reduce the incidence of pressure injuries, within 12 months?) and
work toward the specific aim of reducing the incidence of HAPIs in this microsystem by 10%
within 12 months of implementation.
With a bundle geared toward strengthening the current culture of the unit so that it is
more focused on teamwork, safety, and excellence, this action plan is guided by Roger’s
Five-Stage Change Theory and also encourages the use of wound care champions on the unit to
act as early adopters of the change to influence and assist other staff members. As a result, this
project is more likely to meet success in implementation of the bundle (i.e. wound care
champions, turn teams, daily huddles, algorithm, HAPI prevention measures).
Conclusions
In all, the HAPI prevention bundle proposed within this action plan is aimed at
decreasing the HAPI incidence in this microsystem. After successful implementation and
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evaluation, the proposed bundle can be used as a guide for other microsystems, and can
ultimately be used at the macrosystem level.
In order to determine effectiveness and sustainability of the change strategy, the outcomes
and measures should be evaluated. This change strategy is considered effective if the incidence
of HAPIs in this microsystem drops by 10% within 12 months of bundle implementation.
Similarly, the change strategy is considered sustainable if the staff buys-in to the changes. With
buy-in, the staff are more accepting of the change as they are convinced that the bundle will
work. As a result, patient outcomes and job satisfaction are likely to improve, and the resulting
attitudes can influence the culture of the unit, helping sustain the change’s longevity.
For these reasons, the following next steps are recommended: continue chart audits to
evaluate effectiveness of the bundle by assessing for changes in documentation and HAPI rates
compared to baseline data, interview staff for feedback on the changes and/or conduct a
post-implementation survey, and finally, make any necessary changes according to the evaluation
and feedback. These recommendations conclude the proposed PDSA cycle in this action plan,
and can lead to a second PDSA cycle in which the bundle can be revised and/or implemented in
different microsystems.
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Appendices
Appendix A: 5 P’s Microsystem Assessment

The 5 P’s microsystem assessment was used to examine the microsystem in order to get a better
understanding of it. This assessment allowed us to look at the purpose of this quality
improvement project, the target population (i.e. patients), the professionals involved, and the
processes and patterns in this microsystem that need to be explored, as they relate to this action
plan.
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Appendix B: Root Cause Analysis

The fishbone diagram above displays the root cause analysis, which highlights the factors that
contribute to the development of HAPIs. The staff can address the issues related to people,
environment, patient conditions, materials, and processes with teamwork, communication, and
implementation of the proposed bundle.
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Appendix C: SWOT Analysis
SWOT Analysis
Strengths

Weaknesses

Opportunities

Threats

- availability of
resources about
pressure injuries,
prevention, and
treatment
- WOCN onsite
- WOCN provides
staff education

- some resources are
outdated and not easy
to read
- only one WOCN
onsite, no WOCN on
site on the weekends
- patient
comorbidities that
slow treatment
progress

- improved team
dynamics
- reduced hospital
costs
- increased patient
satisfaction
- encourage culture of
safety

- increased costs
- staff overwhelmed
- decreased patient
satisfaction

The SWOT analysis above displays another avenue to explore the microsystem. With this
assessment, we can examine the strengths and weaknesses of the microsystem, opportunities for
improvement, and threats to the microsystem.
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Appendix D: PDSA Cycle

The PDSA cycle shown above displays the four phases of this action plan: Plan, Do, Study, Act.
At this time, the Plan phase and the Do phase have been completed. The project is currently in
the Study act. For this reason, this action plan concludes with recommended next steps to
continue the cycle shown above (i.e. continue with the Study phase and Act phase).
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Appendix E: Gantt Chart

The Gantt chart above shows a visual representation of this project’s management and timeline.
In weeks 1-5, chart audits and the root cause analysis are conducted (i.e. Plan phase). Weeks 4-9
are dedicated to the literature review (i.e. Plan phase) and weeks 8-11 are dedicated to the
creation and implementation of the evidence-based HAPI questionnaire (i.e. Plan phase). After
the literature review, the bundle is developed during weeks 10-15 (i.e. Do phase) and
implemented during weeks 15-16 (i.e. Do phase). During the Plan and Do phases, it is important
to involve the stakeholders in order to receive feedback and achieve buy-in. The initial gathered
data is also analyzed during weeks 12-13 (i.e. Do phase). During week 17, the effectiveness of
the bundle is evaluated (i.e. Study and Act phases).
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Appendix F: Algorithm

Above is the first page of the algorithm in the proposed HAPI prevention bundle. This algorithm
shows how to identify patients at risk for HAPIs. Based on the findings, different pathways are
followed for proper escalation and documentation (i.e. blue pathway, pink pathway, yellow
pathway).
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Above is the second page of the algorithm. This page provides more detail about the specific
steps involved in documentation. This standardizes the process so that errors are less likely to
occur.
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The responses from this questionnaire are used to learn more about the barriers and challenges to
HAPI prevention from the perspective of the frontline staff in this microsystem.
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The figures above are gathered from the HAPI questionnaire results. The HAPI questionnaire
involved knowledge-based and open-ended questions about documentation, preparedness, and
other relevant feedback from the frontline staff. The responses to the knowledge-based questions
show an accurate understanding regarding pressure injury prevention. The questions that
addressed documentation and preparedness revealed that most felt that their documentation was
accurate. Additionally, although the frontline staff felt well prepared by their institution in
preventing HAPIs, there was still some uncertainty in regards to the escalation protocol on the
weekends when the WOCN was not present. Some of the answers to the open-ended questions
confirmed that there was a general shared idea of what needs to be done for HAPI prevention,
while other answers shared the following obstacles that nurses face when it comes to HAPI
prevention: staffing, pain management challenges, uncooperative patients, and availability of
equipment for heavy patients.

